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Background: Coordination between the autonomous professional groups in midwifery and obstetrics is a key
debate in the Netherlands. At the same time, it remains unclear what the current coordination challenges are.
Methods: To examine coordination challenges that might present a barrier to delivering optimal care, we
conducted a qualitative field study focusing on midwifery and obstetric professional’s perception of coordination
and on their routines. We undertook 40 interviews with 13 community midwives, 8 hospital-based midwives and
19 obstetricians (including two resident obstetricians), and conducted non-participatory observations at the worksite
of these professional groups.
Results: We identified challenges in terms of fragmented organizational structures, different perspectives on
antenatal health and inadequate interprofessional communication. These challenges limited professionals'
coordinating capacity and thereby decreased their ability to provide optimal care. We also found that pregnant
women needed to compensate for suboptimal coordination between community midwives and secondary
caregivers by taking on an active role in facilitating communication between these professionals.
Conclusions: The communicative role that pregnant women play within coordination processes underlines the
urgency to improve coordination. We recommend increasing multidisciplinary meetings and training, revising the
financial reimbursement system, implementing a shared maternity notes system and decreasing the expertise gap
between providers and clients. In the literature, communication by clients in support of coordination has been
largely ignored. We suggest that studies include client communication as part of the coordination process.
Keywords: Interprofessional coordination, Prenatal health, Antenatal health, Midwifery and obstetrics, Maternal
health care, Coordination practicesBackground
Dutch midwifery and obstetrics distinguishes three levels
of care: primary, secondary and tertiary care. Community
midwives situated in neighborhood practices provide
primary care, while obstetric caregivers in hospitals pro-
vide secondary and tertiary care. Community midwives
and obstetricians in secondary and tertiary care are
autonomous professionals. Nevertheless, they need to
coordinate activities to support women during their* Correspondence: vera.schoelmerich@cantab.net
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article, unless otherwise stated.pregnancy and labor/birth such as sharing information
related to pregnant women. This is especially necessary
when pregnant women transfer from one level of care
to the other. As professionals in the three levels of care
are autonomous and yet interdependent on each other
in order to deliver optimal care, the Dutch midwifery and
obstetric system is imbued with inherent coordination
challenges. In this study, we use Faraj & Xiao’s definition
of coordination: “(..) coordination is about the integration
of organizational work under conditions of task inter-
dependence and uncertainty” [1].
The current public debate in the Netherlands, along
with two key public reports, emphasizes the need for
improved coordination in midwifery and obstetrics, espe-
cially between primary and secondary care [2,3]. However,ntral Ltd. This is an Open Access article distributed under the terms of the
/creativecommons.org/licenses/by/2.0), which permits unrestricted use,
, provided the original work is properly credited. The Creative Commons Public
mons.org/publicdomain/zero/1.0/) applies to the data made available in this
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this sector. We aim to fill this gap by conducting a field
study on coordination challenges within primary and
secondary care in the region of Rotterdam, the second
largest city of the Netherlands. By interviewing and
observing caregivers, we investigated which factors are
frequently mentioned as barriers to successful coordination.
This study focuses on the antenatal phase of care as care of
women during labor/birth and the postnatal phases could
manifest different coordination challenges. In line with our
above mentioned definition of coordination, we adopted a
practice-based method in order to explore coordination “as
it occurs in practice” during everyday working routines [1].
The challenge of coordination is not unique to Dutch
midwifery and obstetrics and is also present in other
health care sectors in the Netherlands and abroad, where
professionals are highly specialized. Specialization allows
professions to develop their own expertise, but also
makes it more difficult to then integrate their various
contributions in order to deliver optimal care [4]. Although
recently changes have been made to medical education,
many professionals were still educated to believe that the
quality of their provided care depends on their individual
knowledge and hard work and not on coordination with
others [5]. As such, it is not surprising that health care
is viewed as particularly burdened by the coordination
challenge [6].
There are two major perspectives on how coordination
can be achieved. The organizational design-perspective
is the traditional perspective, which argues that it is
possible to achieve optimal coordination with the right
organizational structures in place, such as rules and
protocols [7]. More recent studies point out that this
assumes a static and predictable environment of an
organization [1]. Emphasizing that many organizations
work in dynamic environments and are faced with time
constraints and uncertainty, Faraj and Xiao argue for a
coordination-practice perspective [1]. These studies point
to the importance of interprofessional communication
(in addition to organizational structures) to deal with
an unpredictable environment [8]. In line with this perspec-
tive, Gittell has developed the ‘Relational Coordination
Theory’, highlighting that coordination is a fundamentally
relational process [9].
The Dutch midwifery and obstetric care system
Community midwives care for women estimated to be at
‘low-risk’ for obstetric and medical complications from
the early antenatal until the postpartum period. If women
remain low risk throughout pregnancy, women have
the option of birthing at home, at a birthing centre
(community midwife-led centre in proximity of hospital)
or in a hospital, in all cases under the supervision of their
community midwife. In 2012, 84.7% of pregnant womenstarted antenatal care with a visit to a community midwife.
At the onset of labor, 51.6% of women were still under the
care of their community midwife [10]. As such, commu-
nity midwives play a key role in the provision of maternal
health care in the Netherlands.
Should complications (threaten to) occur, community
midwives refer women to secondary care in a hospital
setting [11]. If necessary, obstetricians refer women with
very high maternal or fetal risk to tertiary perinatal care,
which is located in eight academic hospitals and two
additional non-academic hospitals with obstetric high
care and neonatal intensive care units. In 2012, 15.3% of
women entered antenatal care in secondary or tertiary
care due to their high-risk medical and/or obstetric history
[10]. Secondary and tertiary care is provided by obstetri-
cians, resident obstetricians and in most hospitals also by
hospital-based midwives (midwives specifically trained to
work in a clinical setting) [12].
Coordination and performance outcomes
Several studies in health care have found a relationship
between coordination and performance outcomes in the
area of efficiency (e.g. length of hospitalized stay, costs) and
effectiveness (e.g. patient satisfaction, clinical outcomes)
[9,13]. It would be particularly relevant to improve coord-
ination in the Dutch midwifery and obstetrics as perinatal
mortality rates are still relatively high compared to other
European countries, and also unequally distributed across
neighborhoods [14,15]. In 2010, the extended perinatal
mortality rate (deaths from 22 weeks of gestation up to
28 days postpartum) was 9.0 per 1000 births [16]. In socio-
economically deprived neighborhoods of the four largest cit-
ies, perinatal mortality can be over 30 per 1000 births [15].
Methods
Gathering data
We conducted a field study consisting of interviews and
observations in order to investigate coordination within
midwifery and obstetrics in the region of Rotterdam. The
data collection took place in the summer of 2012.
The decision to opt for a qualitative design was based
on two arguments. First, the qualitative approach allows
to inductively explore the current factors that make it
challenging to achieve coordination in Dutch midwifery
and obstetrics. Second, asking “how” questions rather than
“how many” allowed us to gain a richer and deeper under-
standing of our field site. Whilst the results of this study
cannot be generalized to a larger or different population,
they do indicate how coordination can be improved in
Rotterdam.
Selection
The selection of informants was done by purposive sam-
pling. This means that we chose respondents based on
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range of perspectives. We included community midwives,
hospital-based midwives, obstetricians and resident obste-
tricians. All obstetric departments of all hospitals and
all midwifery practices in the region of Rotterdam were
contacted and invited to participate. We spoke to at least
one hospital-based midwife and two obstetricians from
each of the seven hospitals in the region of Rotterdam
(excluding one hospital which does not employ hospital-
based midwives). We interviewed community midwives
from 13 out of the 33 midwifery practices in the region of
Rotterdam. When scheduling interviews with community
midwives, we attempted to interview caregivers located in
diverse neighborhoods, ranging from urban to more rural,
and high-income to deprived neighborhoods.
Interviews
We conducted 40 interviews with 13 community midwives,
8 hospital-based midwives and 19 obstetricians (including
two resident obstetricians). We interviewed caregivers from
a tertiary hospital, which also acts as a secondary care
hospital and as such works together with community
midwives (to protect anonymity this hospital is referred to
as belonging to secondary care from this point onwards).
The first and second author (a social scientist and a non-
practicing medical doctor, respectively) conducted most
of the interviews, with additional support from two
social scientists. The interviews were semi-structured and
consisted of broad and open questions (see Additional
file 1 in the appendix). We asked questions regarding
coordination experiences, the perceived consequences
of misaligned coordination, and how caregivers dealt
with coordination challenges.
Observations
To complement the interviews and further enhance the
quality of the data, the first author conducted non-
participatory observations. Each of the four types of
professionals was shadowed during a typical workday,
which included interaction with pregnant women. In the
hospital settings, this included the outpatient clinic and
consults between (resident) obstetricians and community
midwives. A community midwife was shadowed during
regular consulting hours. These observations took place at
three different hospitals and one midwifery practice. The
observed care providers were all individuals whom we had
interviewed beforehand. During and at the end of the day,
they were willing to answer questions that arose during
the observations. Next to this, three multidisciplinary
meetings to discuss the organization of care as well as a
perinatal audit meeting discussing substandard care led
by midwifery and obstetric professionals were observed.
The four studied types of caregivers were present at all
of these meetings.Role of researchers and consent
The first and second authors are affiliated to a tertiary
medical center. As such, the researchers worked in the
same department as a few of the respondents. The
researchers did not know the large majority of the other
respondents outside of the department. All of the inter-
views were audio recorded and the contents as well as the
field-notes were fully transcribed without any identifying
characteristics of the respondents. Consent was obtained
from all observed and interviewed caregivers. We do
not reveal any confidential or potentially identifying
data of care providers and pregnant women. During the
observations, it was the responsibility of the shadowed
care providers to clarify the presence of the researcher
and ask pregnant women for consent. In this study we
do not include any data from pregnant women who did
not provide consent. This study was exempt from an
ethical approval in the Netherlands as it did not require
respondents to take any specific actions (such as taking
blood tests). For more information, please see the
Dutch CCMO (Dutch Central Committee on Research
Involving Human Subjects) website: http://www.ccmo.
nl/nl/uw-onderzoek-wmo-plichtig-of-niet nla.
Analysis
The analysis of the interview transcripts and observation
field-notes was conducted to identify coordination chal-
lenges. We used directed content analysis in order to
create codes for the analysis. This means that key con-
cepts derived from existing literature are used to form
preset codes. Directed content analysis was chosen as it
is suitable when trying to support existing theoretical
frameworks, or when applied to a novel context [17].
We used key concepts of the organizational-design per-
spective to identify codes for organizational structures.
Examples of these preset codes are ‘obstetric protocols’
and ‘midwifery guidelines’ [8]. Sketching the organizational
structures can help to understand the context within which
coordination practices occur. Drawing on research from
the coordination-practice perspective, we used Gittell’s
relational coordination theory to derive codes for inter-
professional communication, such as ‘mutual respect’ or
‘frequency of contact’ [8,9].
During the coding process of the first eight interviews,
we also used emergent codes in order to facilitate a pos-
sible extension of the existing literature. The customized
coding list (containing preset and emergent codes) was
used to analyze the remaining interviews and field-notes.
All analyses were done using ATLAS.ti 7. To increase
the trustworthiness of our interpretation of the data, we
reviewed the preset and emerging concepts with midwifery
and obstetrics providers during both the fieldwork and
the analysis phase. The fourth author, a non-practicing
community midwife and a colleague of the first author,
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from the field regarding whether the codes adequately
represented the empirical data. All of the quotes used
were translated into English by an English native speaker,
and then translated back into Dutch by a Dutch native
speaker to check for consistency. The analysis performed
on the data collected allowed us to identify patterns of co-
ordination in midwifery and obstetrics in the Netherlands.
We paid attention to both the respondents’ perception of
coordination, and the actual coordination routines as we
saw them unfold.Results
We found that all caregivers interviewed mentioned a
variety of factors they currently employ to facilitate co-
ordination. Most frequently cited were multidisciplinary
meetings in ‘collaborations in midwifery and obstetrics’
(verloskundige samenwerkingsverbanden), which allow for
deliberation between community midwives and obstetrical
caregivers regarding the organization of care and the care
for specific pregnant women. In order to indicate areas for
improvement, we focus on commonly cited and observed
unmet coordination challenges. Figure 1 (see ‘discussion’)
provides an overview of the most commonly identified
problems. For an overview of the number of respondents
who mentioned these specific problems, see Additional
file 2 in the appendix.Figure 1 Sources of the coordination problems, encountered problem
sources of a given problem and the encountered problems, based on the fin
by the authors. It should be noted that the currently encountered problems (
‘communicative role of pregnant women in situations of suboptimal coordina
added in order to reduce figure complexity.The results indicate that the current system of midwifery
and obstetric care makes it challenging for community
midwives and secondary obstetric caregivers to achieve
coordination. As an obstetrician explained: “These two
systems [of care], they don't understand each other”.
Coordination problems mostly emerged during referral
from one level of care to another level. According to
national data, these referrals occur frequently in the
Netherlands: in 2012, approximately 32.9% of women who
started care at the primary level switched to the secondary
or tertiary level of care before the onset of labor.
The current organizational structures seem to separ-
ate community midwives and secondary caregivers and
often do not encourage joint deliberation. For one, the
current obstetric guidelines classify women into one level
of care. They do not arrange for shared care, where a
pregnant woman could be, for instance, seen by both a
community midwife and an obstetrician. The obstetric
guidelines do leave room for deliberation between the
levels of care, but this is primarily employed to decide
which level of care a pregnant woman belongs to.
Next to these guidelines, there is also a clear physical
separation between community midwives and secondary
caregivers, as community midwifery practices are mostly
located in neighborhoods, away from hospitals. As such,
formal and informal contact between primary and second-
ary caregivers typically does not take place on a daily basis
during the antenatal phase of care. Moreover, communitys and possible solutions. This figure summarizes the identified
dings of this study. Moreover, it indicates possible solutions suggested
middle row in the figure) are seen as contributing to the problem of
tion (far right in the figure). The arrows indicating this have not been
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compatible maternity notes (also referred to as antenatal
notes or patient files) systems. The process that most
hospitals and community midwifery practices use for
exchanging information relating to pregnant women
involves several steps Community midwives print out a
summary of their maternity notes and ask the pregnant
woman to hand this to the secondary caregiver. This
document is then scanned and added to the hospital
maternity notes. Should a pregnant woman move back to
the community midwife, secondary care-providers update
the responsible community midwife via telephone, fax,
email or post, by providing a summary of their maternity
notes.
Moreover, community midwifery practices and most
secondary hospitals are financially autonomous, which
means that their income partially depends on the number
of women in their care, and the type of care provided.
Caregivers explained that this could lead to an incentive
not to refer women to other caregivers. Without excep-
tion, all caregivers stated that this created an unwanted
situation of competition and discouraged collaboration.
Different perspectives on antenatal health also seem
to separate community midwives and secondary caregivers.
An insightful illustration of this is that community mid-
wives refer to pregnant women as ‘clients’ and secondary
caregivers use the term ‘patients’. Community midwives
emphasized that pregnancies are a fundamentally physio-
logical process. As an obstetrician observed, this made
some community midwives reluctant to collaborate with
secondary care:
“I think that [community midwives] are definitely in
support of working with secondary care, but for now
the perceived threat that pregnant women will be
medicalized is way too big, this clashes with their
ideas of a physiological birth”.
Some secondary caregivers also reported that they felt
that they did not speak the same ‘language’ as community
midwives and therefore did not always understand each
other. On the basis of our interviews and observations, we
found that obstetric caregivers tend to use more ‘medical’
terms to convey the same meaning. Several obstetricians
explained that frequent contact with community midwives
in multidisciplinary meetings (‘obstetric collaborations’)
helped to overcome the feelings of frustration resulting
from different perspectives on antenatal health.
The current state of interprofessional communication
also hinders the achievement of coordination in Dutch
midwifery and obstetrics. For one, we found that shared
knowledge between primary and secondary care-providers
was partially missing. All community midwives reported
being somewhat familiar with what secondary obstetriccaregivers do. Hospital-based midwives who used to be
community midwives were highly knowledgeable about
both ‘worlds’. However, many (resident) obstetricians
stated that they were largely unaware of what community
midwives actually do, including how they screen for risks.
This also became apparent during our observations. In
addition, almost all caregivers stated that there was
inaccurate communication during referrals and consults,
where essential information related to pregnant women
was not referred correctly and/or completely, or not trans-
ferred at all.
All caregivers mentioned mutual respect and trust be-
tween community midwives and obstetricians. The issue
of respect was particularly emphasized by community
midwives, and commonly associated with a perceived
hierarchy. Frequently mentioned issues were: obstetricians
not taking the medical opinion of midwifes seriously, a
lack of trust between community midwives and obste-
tricians and a feeling of being in competition with each
other. We also found that the abovementioned elements -
fragmented organizational structures, different perspectives
on antenatal health and problematic interprofessional
communication - are intertwined. This is illustrated by
the following situation, where not seeing how other
professions work due to infrequent face-to-face contact
was intertwined with a lack of shared knowledge of
each other’s policies and consequently not trusting the
other professional. A community midwife reported that
when she transferred a client to a specific hospital, the
secondary caregivers always re-ordered the laboratory
blood measurements, even when she had sent them the
results of blood tests she had recently ordered herself.
She felt that this was a sign of lack of trust in community
midwives, and that she did not want to work with the
hospital anymore. However, interviews with obstetricians
from this very hospital revealed that it was hospital policy
to always re-order blood measurements from any external
care unit. The community midwife was not aware of this
hospital policy.
Pregnant women as communicators
We found that pregnant women at times needed to com-
pensate for suboptimal coordination between community
midwives and secondary caregivers. As already indicated
above, one major area of suboptimal coordination is the
transmission of information related to pregnant women
between midwives and secondary care professionals.
Pregnant women who were referred between primary and
secondary care sometimes forgot to take a hardcopy of
their maternity notes with them. When this happened,
professionals did not have immediate access to these notes
due to the lack of a shared digital maternity notes system
in Dutch obstetrics and midwifery. Even when the mater-
nity notes were transferred correctly between primary and
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accurate. During our observations and based on the inter-
views, we found that professionals frequently dealt with
these coordination problems by asking pregnant women
to provide information about the care received at the
other care level, and sometimes the results of relevant
tests. These questions went beyond the standard intake
questions that are routinely asked after referral. During
our observations, and based on the perception of the
interviewed professionals, some women had difficulty
answering these questions – especially regarding the
specific results of tests that had been done.
Based on our interviews, women not only transmitted
information, but also needed to correct or add informa-
tion in the process of referral from one level of care to
the other. For example, a woman had had a previous
child with a metabolic disease. This information was
known to the community midwife, but not conveyed to
the obstetrician who later on became responsible for the
care of the woman. The obstetrician only discovered the
history of metabolic disease because the pregnant woman
had mentioned it.
Discussion
Our research indicates that community midwives and
secondary obstetric professionals at times work in frag-
mented worlds. This fragmentation can be understood
from an organizational-design perspective, as we identi-
fied problematic organizational structures, such a lack of
a shared maternity notes system and misaligned financial
incentives. Additionally, in line with the more recent
studies taking a coordination-practice angle, the results
show that there were also a number of coordination
practices that made coordination difficult. Important were
different perspectives on antenatal health and suboptimal
interprofessional communication. Thus organizational
structures and coordination practices hindered care-
givers in achieving optimal coordination. These challenges
also exist outside of Dutch midwifery and obstetrics, and
have been shown to have adverse effects on organizational
efficiency and effectiveness [1,8,18].
An unexpected finding of this study is the communica-
tive role of pregnant women in support of interprofessional
coordination. Pregnant women played a role in transferring
and correcting information between community midwives
and secondary caregivers. This is an outcome that none of
the caregivers in our study aimed for, but seems to be the
result of a number of currently suboptimal coordination
practices, as outlined in this article.
As pregnant women support coordination between
community midwives and secondary caregivers, they may
be experiencing tensions similar to ‘boundary spanners’
[19]. Pregnant women who are able to effectively commu-
nicate might help facilitate coordination between separateorganizations. However, we expect that women who are
less educated and/or not fluent in Dutch have more
difficulties fulfilling this communicative function. There-
fore, these women might be particularly disadvantaged.
This may contribute to the existing perinatal health
disparities associated with socio-economic status in the
Netherlands (see introduction).
Having pregnant women take on a communicative role
in situations where they might not fully be able to do so is
not only problematic in the setting of Dutch midwifery
and obstetrics, but in the entire health care sector. Health
care professionals are highly specialized, and clients are
typically without expert knowledge. In the case of Dutch
midwifery and obstetrics, this imbalance in expertise makes
it very challenging for pregnant women to understand
and accurately engage with the information received from
caregivers and navigate through oftentimes complex and
fragmented systems of care.
The communicative role of clients/patients is a central
theme in the field of ‘patient participation’, which is
expected (but thus far rarely proven to) increase quality of
care, care outcomes and ultimately, patient empowerment
[20-22]. However, it does not seem that the findings of
our study are examples of patient participation. At the
lower end of the patient empowerment scale, participation
is seen as informing pregnant women so that they are
able to join in discussions about their condition. At the
higher end of this scale, participation is conceptualized as
enabling clients/patients to join in the decision-making
process [21]. The findings in our study did not include
joint decision-making. Pregnant women did not receive
information for the purpose of greater participation, but
actually they were transmitting information in situations
where there was presumably an expertise gap between
them and the professional.
Next to studies on patient participation, studies on co-
ordination focus on the effect of coordination on clients,
such as on patient satisfaction or clinical outcomes [9,13].
For instance, Gittell’s model of relational coordination is
increasingly used to assess coordination practices, but it
does not include a possible communicative role of the
client [9]. As such, the coordination literature currently
treats clients as merely recipients, rather than as sup-
porters or even as co-producers of coordination. This
study indicates that research on coordination should
incorporate the experiences of clients. The term ‘stake-
holder coordination’ would be more apt in incorporating
the role of clients in coordination processes than the
currently used term ‘interprofessional coordination’.
Practical implications
We found that pregnant women are at times required to
take on a communicative role to facilitate coordination.
This might be an additional indication for the need -
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in Dutch midwifery and obstetrics. Fortunately, a large
number of initiatives are currently in place to improve
coordination in Dutch midwifery and obstetrics. Based
on the results of this study, we recommend a number
of measures that could help improve interprofessional
coordination and thereby minimize the necessity for
pregnant women to take on a communicative role in
support of coordination, as outlined in Figure 1.
We recommend more frequently scheduled face-to-
face meetings with both midwives and hospital-based
caregivers in order to discuss and improve coordination
practices as well as the care pathways for women that
would benefit from shared care, i.e. the involvement of
more than one level of care [23]. Such meetings are
already in place in some areas and could increase
interprofessional communication, such as mutual trust
and shared knowledge [18]. This could concurrently be
achieved by implementing training in interprofessional
teamwork and education [24,25]. In terms of education,
we recommend that the training of resident obstetricians
include time spent at community midwifery practices.
Moreover, we support the current movements in the
Netherlands towards a shared maternity notes system for
all levels of care, as is in use in part of the UK [3,26].
A concurrent strategy would be to improve the commu-
nicative capacity of pregnant women so they are better
equipped to support interprofessional coordination, if they
need to. This could be done by exploring ways of making
provider-information more accessible to pregnant women,
facilitating more dialogue between pregnant women and
providers, and increasing health literacy. Although effect-
iveness studies remain scarce [20], some potentially inter-
esting interventions exist, such as www.mijnzorgnet.nlb a
website that allows clients, their social network and pro-
viders to share and discuss health-related information.
However, it should be noted that increasing the com-
municative capacity must only be seen as a potential
complimentary strategy. Pregnant women cannot be
expected to master the technical knowledge in order
to fully navigate the midwifery and obstetrics system
and the prevailing medical expertise.
Limitations & future research
While we conducted a relatively large number of inter-
views, we only spent several days doing observations of
obstetric practices, which is brief compared to traditional
standards. The scope of this study was the region of
Rotterdam. This was done in order to provide a detailed
picture of local coordination challenges. Whilst the results
cannot be generalized, we believe that they do indicate
possible areas in need for improvement in midwifery and
obstetrics in the entire Rotterdam region and in other
regions in the Netherlands. This is because almost allof these regions have autonomous yet interdependent
primary and secondary care systems; and the organizational
structures that complicate coordination in Rotterdam such
as lack of a shared maternity notes and physical distance
can also be found elsewhere in the country [3].
We recommend extending the scope of coordination
studies to include a broader range of coordinating stake-
holders. This could be done by studying the coordinating
roles of other professionals, such as nurses, general practi-
tioners and managers. Moreover, it would be interesting to
conduct interviews and more observation moments with
pregnant women themselves in order to better understand
the role they play within coordination processes. Lastly, it
would be interesting to conduct studies on the role of clients
in the coordination process in other health care sectors.
Conclusions
This study indicated coordination challenges within Dutch
midwifery and obstetrics in the realm of organizational
structures, perspectives on antenatal health, and inter-
professional communication. An unexpected finding of this
study is that some pregnant women played an active role
in communicating in situations of suboptimal interprofes-
sional coordination. We argue that these findings underline
the urgency to improve coordination. We recommend
increasing multidisciplinary meetings and training, revising
the financial reimbursement system, implementing a shared
maternity notes system and decreasing the expertise gap
between providers and clients. Moreover, monitoring
the manner in which clients actively communicate due
to imbalances in the coordination of care should garner
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